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Abstract  
Aims: The current study examined the experiences of Australian and New Zealand 
professionals who have received fetal alcohol spectrum disorder (FASD) specific training and 
the impact of this training on their current practices. Understanding professional’s views and 
needs can help advance service provision and improve future training opportunities.  
Methods: Fifty-two health and education professionals from Australia and New Zealand 
completed an online survey that asked about their training experiences; changes in practice 
following training; their experiences implementing assessments in their workplace; and for 
Australian professionals, their experiences of using the recently released Australian Guide to 
FASD diagnosis.   
Results: Respondents described a range of perceived practice changes following training 
attendance. These included increases in: asking about alcohol use during pregnancy; 
providing referrals for assessments; providing assessments; and consultation with other 
professionals regarding FASD diagnosis. Qualitative findings also revealed themes of 
increased knowledge, awareness and/or confidence about providing neurodevelopmental 
assessments and FASD diagnosis following training.  
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Conclusions: This is the first study to document training and practice experiences of 
Australian and New Zealand professionals in relation to FASD. Overall, training efforts were 
well-received by professionals and effective in changing professionals self-reported practice. 
Future investment in FASD specific training initiatives and increased resources to enable 
neurodevelopmental assessments for all complex presentations, including FASD is 
warranted.  
Key words: fetal alcohol spectrum disorder, practitioner training, professional development, 
Australia, New Zealand 
Introduction  
Fetal alcohol spectrum disorder (FASD) is a highly prevalent alcohol-related developmental 
disability. The global prevalence of FASD among children and youth in the general 
population has been estimated to be 7.7 per 1000 (95% CI 4.9,11.7 per 1000).1 Prenatal 
alcohol exposure results in structural and functional alterations in fetal brain development and 
is associated with a wide range of impairments including, cognitive, behavioural and 
emotional difficulties.1 FASD is currently under or misdiagnosed in Australia and New 
Zealand; in part this is likely due to a lack of awareness by health professionals.2, 3  
Lack of knowledge or awareness of FASD by professionals has been consistently 
documented both nationally and internationally as a barrier for families trying to access 
FASD-related services.4-6 This is concerning, as an early diagnosis is required to prevent the 
secondary conditions (i.e. mental health difficulties, school disengagement, involvement with 
the justice system) associated with FASD.4 Previous research demonstrates that obtaining an 
early diagnosis (i.e., before 6 years) and receiving developmental disability support were two 
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of the most important protective factors against developing secondary conditions.7 This has 
been recently emphasised in feedback from Australian caregivers, for example “It shouldn’t 
take years to get a diagnosis when we could have been helping our kids and not wasting time. 
An early diagnosis can change things for us to start putting plans in place earlier” 2 p.4. This 
highlights the urgent need for training and improved recognition by professionals.  
To assist in increasing accurate identification of FASD in Australia, a diagnostic 
guide was published in 2016.8 The Australian guide is based on the revised Canadian 
diagnostic guidelines,9 which is the criteria endorsed by New Zealand clinician consensus.10 
There is both online and in-person FASD diagnostic training available nationally and 
internationally. An Australian and New Zealand FASD Clinical Network has been 
established to expand and align the approach to FASD referrals, diagnosis and intervention. 
Furthermore, The Australian Government recently released a National FASD Strategic 
Action Plan (2018 – 2028), which includes an objective focused on increasing diagnostic 
skills of frontline professionals.11 In New Zealand, the Ministry of Health published a three-
year action plan ‘Taking Action on Fetal Alcohol Spectrum Disorder (2016-2019)’,12 which 
prioritised early identification through multidisciplinary assessment and diagnosis.  
Thus, it is timely to investigate the experiences of Australian and New Zealand 
professionals who have received FASD specific training and the impact of this training on the 
subsequent provision of services. The current research aimed to gather information regarding 
the type of training completed by professionals. It explored the potential influence of this 
training on practice, barriers to providing neurodevelopmental assessments in their 
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workplace, experience of implementing the Australian Guide to FASD diagnosis,8 and 
professionals’ needs and recommendations to improve the provision of services.   
Materials and Methods 
Participants and procedure   
Participants consisted of 52 health or education professionals (44 [84.6%] female; 7 [13.5%] 
male; 1 [2%] non-binary) ranging in age from 24 to 68 years (Mean [M] = 47.71, Standard 
deviation [SD] = 9.61). Professionals were from a wide range of disciplines (Table 1), and 
had worked in their profession from 2 to 40 years (M= 17.46, SD= 9.42). Professionals were 
recruited online through the Australian and New Zealand FASD Clinical Network. They were 
emailed information about the study and provided a link to an online questionnaire. Study 
data were collected from September 28th 2018 until December 18th 2018 and managed using 
REDCap electronic data capture tools.13 Ethics approval was obtained from the University 
Human Research Ethics Committee (GU2018/615).  
 
 
Questionnaire  
A brief questionnaire was developed to gather information regarding professionals’ FASD 
specific training, their subsequent experiences and recommendations regarding service 
provision, and for the Australian participants their experiences of using the recently released 
Australian Guide to FASD diagnosis. The questionnaire content was informed by the 
Australian Guide to FASD Diagnosis and developed in consultation with experts in FASD 
and FASD-related training to determine the key competencies to examine. All items were 
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reviewed by content experts upon completion of the questionnaire development and prior to 
dissemination. The questionnaire incorporated both multiple choice (e.g., what kind of 
training or professional development have you attended. Please tick all those that apply; Do 
you use the Australian Guide for FASD diagnosis?); and open ended questions (e.g., What 
would help you to provide FASD assessments in your workplace?; What have you found 
helpful in implementing the Australian Guide?).   
Data analysis  
Descriptive statistics were reported as means and standard deviations for normally distributed 
continuous data. Normality was assessed using the Shapiro-Wilk test. Categorical variables 
were presented as frequencies and percentages. Thematic analysis was undertaken of the 
open ended questions from the survey. Each question was analysed separately to enable 
specific feedback from the participants to be explored in the context of each of the questions, 
as is consistent with previous thematic analyses of open-ended survey questions.14 The 
thematic analysis followed the six steps described by Braun and Clarke15: (1) data 
familiarisation; (2) initial code generation; (3) theme searching; (4) reviewing themes; (5) 
defining and naming themes; and (6) producing a report. The initial coding was undertaken 
and the development of themes was discussed and refined in consultation. Disagreements in 
theme categories were resolved through discussion with the other authors. 
Results  
There was wide variability in the extent of FASD specific training reported by participants. 
Length of training ranged from 1 hour to 3 months and the most common training length was 
3 days. The majority of participants reported they had attended multiple training programs 
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delivered by different providers (Table 2), with the most common provider for the current 
sample reported as the Gold Coast Child Development Service, followed by the University of 
Washington and The Asante Centre in Canada. The majority of participants (41, 79%) 
reported that they currently worked in a multi-disciplinary team and that they were interested 
in how to make assessments more accessible to health professionals (42, 81%). Of note, there 
has been an increase in FASD training attendance in the last five years compared to previous 
years (Table 2). Participants reported a range of perceived practice changes following 
training attendance (Table 3). As different professions have differing roles in the assessment 
of FASD, it is important to note that Table 3 excluded participants who reported that an 
assessment process was “not applicable.” Lastly, a number of key themes were identified 
from the thematic analysis of each of the open-ended questions, with example quotations 
provided (Table 4).  
Discussion  
The current study is the first to document training and practice experiences of 
Australian and New Zealand professionals in relation to FASD specific training. A key 
finding was that professionals reported perceived changes in their practice following FASD 
specific training. For example, increasing their participation in assessments for FASD and the 
likelihood of asking about alcohol use during pregnancy. This outcome supports the value of 
investing in ongoing professional development regarding FASD. Positive themes from the 
qualitative findings are encouraging and likewise support the ongoing investment in training 
for professionals. For example, professionals reported increased knowledge, awareness 
and/or confidence regarding FASD. This is a significant outcome, as previous research found 
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that a lack of knowledge by professionals contributed to multi-system barriers for individuals 
with FASD, including delayed diagnosis and unavailability of services.4 In addition, 
practitioners noted that as a result of training, their broad understanding of neurodevelopment 
improved, in addition to FASD specific knowledge, highlighting the wider value of such 
training for professional development.  
Other themes highlighted suggestions for workplaces, providing possible strategies to 
better support the incorporation of FASD-related services into routine practice. Professionals 
identified barriers in their workplaces that limited the provision of assessment and diagnostic 
services. A frequently reported limiting factor was a lack of time and resources to be able to 
provide the neurodevelopmental assessments that are required. Of note, the assessment 
framework recommended for FASD is beneficial for all individuals with complex 
neurodevelopmental presentations.2 Therefore, increased resources would enable the 
provision of neurodevelopmental assessments where required for all complex presentations, 
including FASD. This will then allow accurate identification of neurodevelopmental 
impairments, appropriate treatment planning and access to disability funding schemes where 
appropriate.  
Another key theme related to the accessibility of multi-disciplinary services. Although 
the majority of participants in the current sample reported they were currently working within 
a multi-disciplinary team, some participants reported that not having access to a multi-
disciplinary team, limited practitioners’ ability to conduct assessments. The majority of 
participants reported they were interested in making assessments and FASD diagnosis more 
accessible to health professionals. To date, the majority of attention regarding assessment and 
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FASD diagnosis has focused on providing services as part of a specialist, multi-disciplinary 
team. However, given the high prevalence rates of FASD, assessment and diagnostic services 
need to extend beyond multi-disciplinary team settings. Primary care is well positioned to 
play a central role in supporting integrated care for individuals with FASD.16 This is 
consistent with the treatment and management of other complex conditions. For example, 
guidelines have been developed for primary health practitioners about how and when to 
diagnose other neurodevelopmental disorders and when to refer to secondary and tertiary 
health care services.17 Consequently, increasing access to training and support for the primary 
care sector (physicians and allied health professionals) is required, and this is supported by 
the themes extracted from this study.  
Related to accessibility, respondents reported the need for better support and services 
post-diagnosis. The data highlight that training in diagnostic procedures has enhanced 
professionals’ participation in assessments or referral for assessments. However, this requires 
a parallel increase in support for interventions that can assist families post-diagnosis. 
Appropriate funding sources are needed for professionals to offer such support services. 
Likewise, funding sources are required to ensure that families have the resources to access 
such services. Ongoing initiatives to advocate for formal recognition of FASD as a disability 
within public and private funding schemes should continue to ensure that families have post-
diagnosis supports. 
Given the Australian Guide to FASD Diagnosis8 was only released in 2016, the 
current study gathered some preliminary feedback from Australian professionals regarding 
their experiences of implementing the guide. Professionals reported the guide has been 
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helpful in a range of ways, including that the presentation of the guide was clear and provided 
a structured approach to diagnosis. The guide provides detailed information regarding the 
assessment tools required to undertake and assessments, and has provided a resource for 
professionals to refer to, enabling a consensus in Australia regarding FASD diagnosis. 
However, professionals also reported a number of barriers they had experienced. This 
included changes that were recommended to the content of the diagnostic guide. For instance, 
the current Australian guide does not enable ranking across the spectrum of impairment. As 
to meet criteria for an FASD diagnosis, you must have a severe impairment in at least three 
domains of functioning. Clinically, this means children who have documented prenatal 
alcohol exposure and moderate neurodevelopmental impairments are missed. Furthermore, 
there were concerns regarding the inclusion of affect regulation and academic difficulties 
towards a diagnosis and the criteria for defining impairment (i.e. -2SDs below the mean). 
These are all important considerations to inform future research, which is urgently required to 
improve and unify the multiple and varied FASD diagnostic approaches currently 
implemented worldwide (e.g., The Washington 4-Digit Diagnostic Code,18 The Institute of 
Medicine diagnostic criteria,19 The Revised Canadian Guidelines,9 and proposed criteria for 
the Diagnostic and Statistical Manual of Mental Disorders, currently listed in the section 
“conditions for further study”20). Ultimately, this is an important empirical question that 
needs to be comprehensively addressed through analysis of currently available clinical data 
and systematic reviews and meta-analyses of previously published research.  
 An additional area that requires increased consideration in regard to the Australian 
Guide to FASD Diagnosis and more broadly in clinical assessment practices, is the 
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assessment of individuals from culturally and linguistically diverse populations. Assessment 
tools are primarily constructed from a western paradigm; therefore, future work is needed to 
ensure norms are validated in diverse populations, assessment tools are constructed to reflect 
a child’s cultural worldview and valid alternatives to formal assessments explored. 
Understanding cultural context is imperative to assess function and develop interventions. 
First Nations models of health provide holistic frameworks that ensure the whole child and 
their family strengths and areas of need are understood.21-23 Likewise, recognising the impact 
of colonisation and historical trauma in First Nations communities is essential if communities 
are to be fully understood.24 Children who experience a greater sense of belonging and 
identity may be more able to achieve emotional stability, which in turn will impact 
neurodevelopmental capacity.   
Limitations  
A limitation of the current study is that no baseline information was collected prior to 
attending practitioner training. Respondent’s report of their changes in practice was reliant on 
retrospective self-report, which may not accurately reflect a true change in practice. There 
was also a large proportion of respondents who work in multidisciplinary assessment teams, 
limiting the representiveness of the sample. Also, the majority of participants had attended 
multiple forms of training (e.g. online vs face-to-face). Therefore, future research could aim 
to compare the effectiveness of different training modalities. Furthermore, participants were 
recruited through the ANZ FASD Clinical Network and therefore, we may have been more 
likely to recruit participants who had positive experiences with training and/or service 
provision. Future research is required with larger and more diverse samples to increase our 
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understanding of professionals’ experiences and needs in regards to training and FASD-
related service provision.  
Conclusions  
Overall, FASD specific training has yielded positive results with professionals reporting 
perceived changes in their practice, including increases in participation in assessments, and in 
the likelihood of professionals asking about alcohol use during pregnancy. Professionals’ 
self-reported knowledge, awareness and confidence also increased as a result of training, 
warranting future investment in training initiatives. The intensive multi-disciplinary team that 
is ideal for assessments, and often available in specialist settings, appeared challenging to 
achieve for some professionals and workplaces. Professionals called for more flexibility in 
how FASD is identified. Enhancing the use of primary care settings in neurodevelopmental 
assessments and FASD diagnosis might be one avenue for addressing this challenge. 
Professionals also highlighted the need for families to be better supported post-diagnosis. The 
Australian Guide to the Diagnosis of FASD was widely used, but suggestions regarding 
improvements were identified. In sum, efforts to train professionals regarding the provision 
of services for individuals with FASD has been increasing in recent years. These efforts are 
well-received by professionals and overall effective in changing professionals self-reported 
practice.  
 
Acknowledgements  
This article is protected by copyright. All rights reserved.
13 
 
We would like to thank all the health and education professionals who disseminated and 
completed our online survey. This project was supported by Menzies Health Institute 
Queensland – NHMRC Partnership Preparation Grant (Grant No: IQDSS).   
References 
 
1. Lange S, Rovet J, Rehm J, et al. Neurodevelopmental profile of fetal alcohol spectrum 
disorder: a systematic review. BMC Psychol. 2017;5:22. 
2. Shelton D, Reid N, Till H, et al. Responding to fetal alcohol spectrum disorder in 
Australia. J Paediatr Child Health. 2018;54:1121-6. 
3. Reid N. Fetal alcohol spectrum disorder in Australia: What is the current state of affairs? 
Drug Alcohol Rev. 2018;37:827-30. 
4. Petrenko CL, Tahir N, Mahoney EC, et al. Prevention of secondary conditions in fetal 
alcohol spectrum disorders: identification of systems-level barriers. Matern Child Health J. 
2014;18:1496-505. 
5. Mukherjee R, Wray E, Curfs L, et al. Knowledge and opinions of professional groups 
concerning FASD in the UK. Adopt Foster. 2015;39:212-24. 
6. Chamberlain K, Reid N, Warner J, et al. A qualitative evaluation of caregivers’ 
experiences, understanding and outcomes following diagnosis of FASD. Res Dev Disabil. 
2017;63:99-106. 
7. Streissguth AP, Bookstein FL, Barr HM, et al. Risk factors for adverse life outcomes in 
fetal alcohol syndrome and fetal alcohol effects. J Dev Behav Pediatr. 2004;25:228-38. 
This article is protected by copyright. All rights reserved.
14 
 
8. Bower C, Elliott EJ, on behalf of the steering group. Report to the Australian Government 
Department of Health: Australian Guide to the diagnosis of Fetal Alcohol Spectrum Disorder 
(FASD). 2016. 
9. Cook JL, Green CR, Lilley CM, et al. Fetal alcohol spectrum disorder: a guideline for 
diagnosis across the lifespan. CMAJ. 2016;188:191-7. 
10. McGinn V, McLaren Z. The FASD clinical update on the revised Canadian guidelines. 
Workshop presented at the New Zealand FASD clinicians meeting in association with 
Alcohol Healthwatch. Auckland; 2015. 
11. Department of Health. National Fetal Alcohol Spectrum Disorder Stategic Action Plan. 
Canberra; 2018. 
12. FASD Working Group. Taking Action on Fetal Alcohol Spectrum Disorder: 2016-2019: 
An Action plan. Wellington: Ministry of Health; 2016. 
13. Harris PA, Taylor R, Thielke R, et al. Research electronic data capture (REDCap)—a 
metadata-driven methodology and workflow process for providing translational research 
informatics support. J Biomed Inform. 2009;42:377-81. 
14. Warner R, Griffiths MD. A Qualitative Thematic Analysis of Exercise Addiction: An 
Exploratory Study. Int J Ment Health Addict. 2006;4:13-26. 
15. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3:77-
101. 
16. Masotti P, Longstaffe S, Gammon H, et al. Integrating care for individuals with FASD: 
results from a multi-stakeholder symposium. BMC Health Serv Res. 2015;15:457. 
This article is protected by copyright. All rights reserved.
15 
 
17. Canadian ADHD Resource Alliance (CADDRA). Canadian ADHD Practice Guidelines. 
Toronto; 2018. 
18. Astley SJ. Diagnostic Guide for Fetal Alcohol Spectrum Disorders. 2004. 
19. Hoyme HE, Kalberg WO, Elliott AJ, et al. Updated clinical guidelines for diagnosing 
fetal alcohol spectrum disorders. Pediatrics. 2016;138:e20154256. 
20. Olson HC. Advancing recognition of fetal alcohol spectrum disorders: the proposed 
DSM-5 diagnosis of “neurobehavioral disorder associated with prenatal alcohol exposure 
(ND-PAE)”. Curr Dev Disord Rep. 2015;2:187-98. 
21. Durie M. Maori cultural identity and its implications for mental health services. Int J 
Ment Health. 1997;26:23-5. 
22. Durie M. Understanding health and illness: research at the interface between science and 
indigenous knowledge. Int J Epidemiol. 2004;33:1138-43. 
23. Pitama S, Huria T, Lacey C. Improving Maori health through clinical assessment: 
Waikare o te Waka o Meihana. NZ Med J. 2014;127. 
24. Paradies Y. Colonisation, racism and indigenous health. J Popul Res. 2016;33:83-96. 
  
 
 
 
 
 
 
Table 1. Participant demographics  
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Variable  Proportion (%)  
Country 
Australia 
New Zealand 
 
32 (62%) 
20 (39%) 
Profession 
Psychiatrist  
Clinical/Neuropsychologist/Psychologist 
Paediatrician 
Nurse 
Social worker 
Speech and Language Pathologist 
Occupational Therapist 
Physiotherapist 
Resource Teacher Learning & Behaviour 
Educator/Trainer 
Medical practitioner 
Service manager/team leader  
 
1 (2%) 
16 (31%) 
16 (31%) 
2 (4%) 
3 (6%) 
6 (12%) 
2 (4%) 
1 (2%) 
2 (4%) 
1 (2%) 
1 (2%) 
1 (2%) 
Sector  
Government/public 
Non-government/private/NGO 
Combination of both 
 
32 (62%) 
6 (12%) 
14 (27%) 
 
 
Table 2. Details regarding FASD training and provision of assessments  
Variable  Proportion (%)  
Number of FASD training sessions attended   
1  
2  
3  
4  
5 or more 
 
10 (20%) 
12 (24%) 
12 (24%) 
7 (14%) 
6 (12%) 
Type of training    
  In person 
Online training program 
Webinar 
Tertiary education 
Other (e.g., conference workshop) 
 
50 (98%) 
28 (55%) 
10 (20%) 
5 (10%) 
14 (28%) 
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Training providera 
CDS Gold Coast  
University of Washington 
The Asante Centre 
Alcohol Health Watch 
Telethon Kids 
The University of Auckland 
FASD Centre/Valerie McGinn 
FASCETS 
CICADA Centre 
Patches Paediatrics 
 
23 (45%) 
12 (24%) 
10 (20%) 
7 (14%) 
5 (10%) 
3 (6%) 
3 (6%) 
2 (4%) 
2 (4%) 
2 (4%) 
Year first completed FASD training  
1998 – 2008 
2009-2013 
2014-2018 
 
7 (14%) 
12 (24%) 
30 (69%) 
Since attending training number of FASD 
assessments participated in                          0  
1-5 
5-10 
10-20 
20+ 
 
9 (18%) 
15 (29%) 
10 (20%) 
3 (6%) 
14 (28%) 
Proportion of workload spent providing 
FASD assessments                              2-20% 
 21-40% 
41-80% 
 
23 (45%) 
9 (18%) 
9 (18%) 
FASD diagnostic Guidelines used  
 Australian Guide 
Revised Canadian Guidelines  
 
26 (51%) 
14 (28%)  
Note: CDS = Child Development Service; FASCETS = Fetal alcohol syndrome consultation education and 
training services; CICADA = Care and Intervention for Children and Adolescents affected by Drugs and 
Alcohol; NZ = New Zealand.  
a1 person each also reported attending training with: The University of North Dakota, Dr Luther Robinson, NZ 
District Health Board, Alberta rural diagnostic clinic, Dr Andrews – Edmonton, FASD Care, Dr Carolyn 
Blackburn, FASD Aotearoa, Families Moving Forward, Brain Injury Australia, Christina Fon, Jeff Noble or the 
Paediatric Society of NZ.  
 
Table 3. Practice changes reported following training attendance  
Question  Proportion (%) reported 
increase following training  
Participation in FASD assessments 
Refer for FASD assessments 
Ask about prenatal alcohol use 
Ask if pregnancy was planned 
Ask about pregnancy recognition 
34 (77%) 
34 (77%) 
39 (80%) 
38 (78%) 
40 (82%) 
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Ask for or take growth measurements 
Ask for or take head circumference measurements 
Ask for or take facial feature measurements 
Use tool to assess neurodevelopmental functioning 
Consult other professionals to assist in FASD diagnosis 
16 (39%) 
10 (28%) 
17 (50%) 
34 (71%) 
38 (83%) 
Note: Participants who provided ‘not applicable’ responses were excluded from proportion counts.  
Table 4. Thematic analysis of each of the five open-ended questions  
Questions and associated themes  Example quotes  
What things have you found helpful in implementing the Australian Guide? 
Presentation of the guide “clear diagnostic guidelines” 
“well set out” 
“simple and easy to follow” 
Information contained in the guide “advice regarding assessment tools” 
“the forms are helpful to assist with 
recording details in one location” 
The guide as a consensus and resource    “manual to refer back to” 
“consensus around the country on an agreed 
diagnosis”  
“provides a structure” 
Training in the guide  “Training and use of the guide” 
“Training” 
What barriers have you encountered in implementing the Australian Guide? 
Lack of time and/or resources  “The assessment requires considerable time, 
effort and expertise” 
“lack of allied health (especially 
neuropsychology assessments) to complete 
the assessment” 
Domains considered as part of the criteria  “I don’t think the academic achievement 
domain should contribute to the diagnosis” 
 “would prefer it is labelled as 
communication as opposed to language” 
“I am not completely sure of the evidence 
for the affect regulation domain”  
“how attention and executive functioning is 
conceptualised, how ADHD diagnoses are 
ranked”  
Lacking a diagnostic spectrum  “A mild, moderate and severe classification 
system would be useful, so that a child’s 
impairments do not get overlooked when 
they do not meet the severe criteria” 
“Not being able to rate them along a 
spectrum” 
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“Doesn't reflect the continuum of FASD 
presentations” 
Use of the guide in the Australian context    “assessment of people who do not speak 
standard Australian English as their 
first/best language” 
“would be good to have other alternates for 
formal assessments” 
“lack of standardised facial features 
assessment for Australian Aboriginal 
population” 
Please describe any barriers to implementing FASD assessments in your workplace. 
Time and/or resources   “inadequate funding and trained staff to 
undertake assessments” 
“time constraints” 
“The assessments are clinician, time and 
resource intensive and therefore ‘costly’”  
“Time factor for a thorough assessment” 
Lack of multi-disciplinary teams and/ 
relevant expertise  
“Not working as a formalised multi-
disciplinary team”  
“We are not part of a multi-disciplinary 
team...”  
“no SLT input in our team” 
“Access to multidisciplinary and allied 
health services (long wait lists)” 
“No psychologists to do the assessments” 
Lack of understanding from other 
professionals  
“wider systems may not 
understand/appreciate FASD as a disorder” 
“Bias and ignorance, poor understanding of 
FASD by professionals”  
“a bit of scepticism about the usefulness of 
the diagnosis amongst medical practitioners 
in my team” 
Wider system-level factors   “Currently we are dealing with an 
increasing workload in related areas which 
prevents us focusing on offering 
assessments…” 
“Officially neither health nor education 
'diagnose' FAS.  There is a lot of fear about 
diagnosis in education, and a lot of cost 
worries associated with diagnosis in Health 
and Disability...” 
Please describe any other ways you have changed your practice since your first FASD 
training or professional development session.   
Increased awareness, confidence and/or “more often will consider FASD” 
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knowledge “greater confidence in assessing facial 
features” 
“Improved understanding of brain domains”  
“Much more awareness” 
Increased communication with other 
professionals  
“part of local FASD steering group” 
“Arranging multi-disciplinary interest 
groups” 
“raising awareness amongst diagnosing 
colleagues (e.g. consultants Paeds and 
CYMH practitioners and NGO) to consider 
the possibility of FASD and what to look 
for/consider” 
Changed perspectives regarding clients “grown compassion for those who 
consumed alcohol in pregnancy so talk 
about it with less judgement” 
“viewing clients more holistically” 
Changes in service delivery    “new multi-disciplinary team created” 
“the multi-disciplinary team I work with is 
undertaking FASD assessments now” 
“The impact has been to offer more services 
not in diagnosis but in interventions and 
support and ensuring that people have 
somewhere to go once they do get a 
diagnosis.” 
Do you have any other suggestions or comments? 
Access to ongoing supervision  “peer supervision sessions once completed 
initial diagnostic training”  
Increased support for families post-
diagnosis  
“For those who may have FASD but not ID 
it is very difficult to get them any support 
services/additional funding” 
“I want to ensure there is careful thought 
put into what happens once someone gets a 
diagnosis”  
FASD assessments as routine services   “I work rurally, services need to be flexible 
and deliverable across all of Australia” 
“We need to embed this assessment into a 
number of specialties, including General 
paeds, adolescent health, child development 
services and CAMHS/ICAFS services”   
“FASD assessment should ideally be 
integrated into general paediatric 
developmental assessments and taught as 
such” 
Increased funding and resources “More governmental funding” 
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“Need a service for specialist assessment 
and support as well as funding stream” 
“We need psychologists and more allied 
health staff” 
Increased training for professionals  “Increased incorporation of training into 
university undergraduate and post-graduate 
degrees”  
“training needs to be more accessible to 
those available to complete assessments”  
Increased cultural sensitivity  “I see many issues with the cultural bias of 
neuropsychological tests for Indigenous 
(Maori) and Pacific Island populations” 
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